For a long time, biofeedback has been the mainstay of treatment for obstructed defecation and internal rectal prolapse. A classical posterior rectopexy, requiring extensive rectal mobilization, results in autonomic nerve damage to the hindgut and results in severe constipation in about 50% of patients and therefore is considered obsolete for treatment of internal rectal prolapse [1] . The suggestion that internal prolapse was an incidental finding on defecography contributed to reducing interest in surgery for internal prolapse. The recent focus on functional outcomes in external prolapse surgery has revived interest in surgical management of internal rectal prolapse.
Laparoscopic ventral mesh rectopexy (LVR) was developed to improve outcomes of total rectal prolapse repair. This laparoscopic nerve sparing technique is safe and just as effective as classical posterior rectopexy. In our pilot series, constipation symptoms improved in 80% of patients and new-onset constipation was rare [2] .
The Oxford Group developed a useful grading system to subclassify internal prolapse and demonstrated the relationship between high-grade intussusception within the anal canal (without overt prolapse), fecal incontinence and obstructed defecation.
Proctography is now an important part of the functional workup of a patient with fecal incontinence and obstructed defecation [3, 4] . The pathophysiology of obstructed defecation is complex, and often prolapse is accompanied by pelvic floor dyssynergia. LVR in patients with ODS and high-grade rectal intussusception provides resolution (or
